Objectives: Retrorectal masses are uncommon lesions. They remain a difficult diagnostic and therapeutic challenge despite the use of newer imaging modalities and improvement in preoperative care. Although useful for planning a resection, neither CT nor MRI can provide a definitive diagnosis. The objective was to remove the entire lesion as revealed by the radiological study to avoid any recurrence of disease and malignant degeneration, but with the least amount of consequential impairment. Methods: We present our experience with 9 (nine) presacral tumors during 10 year period 1998-2007. The files and charts of adults' patients who underwent treatment for presacral tumors were collected and retrospectively reviewed.Results: From January 1998 to December 2007, a total of 9 adult patients were evaluated for primary tumors originating in retrorectal space in Surgical Clinic of Oncology near University Hospital Center "Mother Teresa". Four patients were males and five were females. The diagnosis of these retrorectal tumors were, developmental tail gut cyst, teratoma, chordoma and chondrosarcoma. In six patients were achived good results during surgical treatment. Coccygeal resection in one case. In three cases we couldn't perform sarectomy. Conclusion: In conclusion, presacral tumors are uncommon. They can be congenital or acquired, benign or malignant, which forms the basis for a simple classification. Their treatment is always surgical. The good results were obtained in the benign lesions.
INTRODUCTION
R etrorectal masses are uncommon lesions. The vast majority of these lesions are benign, many can be malignant, and therefore all require aggressive surgical management. Basic understanding of the etiology, presentation and treatment of retrorectal masses is essential.
Tumors in presacral area are rare, and the true incidence rate is difficult to assess. Jao et al. 1 reported 120 patients during a period of 19 years, and Whittaker and Pemberton 2 collected 22 cases during a period of 14 years and found the incidence rate to be only 1 in approximately 40,000 patient admissions. Spencer and Jackman 3 found precoccygeal cysts in only 3 of 20,851 proctologic examinations performed in a single year. The other authors have estimated the incidence at 1 of 40,000 to 63,000 admissions to large referral centers. 1, 4 They present diagnostic and therapeutic dilemmas to the practicing surgeon.
The retrorectal space also is known as the presacral space. This space defined anteriorly by the fascia propia of the rectum and posteriorly by the presacral fascia overlying the sacrum and coccyx. Lateraly, it is bordered by the lateral stalks of the rectum, the ureters and the iliac vessels. The retrorectal space extends superiorly to the peritoneal reflection of the rectum, and inferiorly to Waldeyer's fascia, which lies 3 to 5cm proximal to the anorectal junction. The retrorectal space is an area of development of multiple embryologic structures between the hindgut and proctodeum, neural elements, and bone, and contains many types of tissue that can lead to the development of different tumors.
The current pervasive use of computed tomography (CT) and magnetic resonance imaging (MRI), in addition to the increasing use of transrectal ultrasound (TRUS), has improved the clinician's ability to evaluate these rare tumors.
Not only are these cases rare, but the obscure, hidden anatomy of presacral area making diagnosis difficult and late. Most patients have nonspecific symptoms. Histologic examination reveals a heterogeneous group of tumors for which no specific standardized classification system exist 5 . Surgical treatment also varies; anterior, posterior, and even transrectal excisions have been suggested 5, 6 . 
METHODS
We present our experience with 9 (nine) presacral tumors during 10 year period 1998-2007. The files and charts of adults' patients who underwent treatment for presacral tumors a 10 year period were collected and retrospectively reviewed. A careful rectal examination is essential. The radiologic studies included plain radiography of the pelvis, endorectal ultrasonography (EUS), computed tomography (CT) and magnetic resonance imaging (MRI). Only adult patients (older than age 18 years) were included in this study. Treatment was always surgical, and the objective was to remove the entire lesion as revealed by the radiological study to avoid any recurrence of disease and malignant degeneration, but with the least amount of consequential impairment. The surgery used the abdominal laparotomy, posterior approach, or combination of abdominal and posterior approaches.
The colon was mechanically prepared the day before surgery and the rectum cleansed with an antiseptic solution. For the posterior approach, the patient was placed in a prone position; the incision was paramedian with dissection of the tip of the coccyx and opening of the median raphe to allow a clear view of the posterior wall of the rectum.
RESULTS
From January 1998 to December 2007, a total of 9 adult patients were evaluated for primary tumors originating in retrorectal space in Surgical Clinic of Oncology near University Hospital Center "Mother Teresa" as a unique clinic to treat these lesions. Overall, males comprise 4 patients and females 5 patients. The males with a mean age of 53 years (range 49 to 58) underwent operation in our surgical department for presacral tumors during the 10-year period. 4 of 9 patients in total had malignant tumors and the remaining were benign. 3 male patients had malignant lesion. Females the mean age was 49 years (range 43-51 years). 4 of them were with benign lesion and another one with malignant. Patients with malignant tumors were significantly older than those with benign tumors (58 vs 43 years). The presence of a malignant retrorectal tumor was more common in males, whereas females comprised a larger proportion of the patients treated for a benign mass. In table 3 show the tumor histology of the cases treated in our institution.
Four patients with malignant retrorectal tumor described symptoms referable to their diagnosis, with sacrococcygeal pain being the most common complaint. Other symptoms included rectal fullness and pressure with defecation and unilateral sciatic lower extremity pain. In contrast, the majority of patients with benign tumor were asymptomatic at presentation. Only, two patients with benign retrorectal mass reported pain as a presenting symptom. One patient demonstrated presacral dimpling on physical examination; the remainder had normal external examination. Positive findings on digital rectal examination were reported in two patients with benign and three with malignant tumors, with findings typically described as a retrorectal fullness. One from five patients with benign tumors was discovered during routine gynecologic examination. Another one patient with retrorectal mass was diagnosed during transvaginal ultrasonography for suspected adnexal fullness.
None of the patients underwent preoperative biopsy. Initial diagnostic evaluation of patients suspected of having a retrorectal tumor included rectal examination, plain radiography of the pelvis, CT or MRI. Recently TRUS has been used in our oncology surgery clinic to determine the extent of rectal invasion. Other imaging modalities as position emission tomography, transcutaneous ultrasound and angiography are not used in our institution.
During 10 years period, six resection were performed for retrorectal masses. The remain three patient had chordoma to the sacrum, that we couldn't perform sacral resection. Four tumors were resected via an anterior approach only, after mobilization of the rectum. A posterior approach was used in one patient, and a combined anterior and posterior approach was used in another one patient. In our series we did perform coccygeal resection in one case.
There were no perioperative deaths in the current study. Major complications in short term (30 days) included extensive soft-tissue infection requiring debridement (n=2) and reoperation for hemorrhage (n=1). Complications tended to occur more frequently in patients with malignant tumors. Patients with malignant disease had longer hospitalizations (12 vs 5 days). Chordoma was the most common malignant retrorectal tumor, occurring in three of nine patients. Other malignant tumor included chondrosarcoma (n=1).
Developmental tail gut cyst was the most frequent (n=3) benign neoplasm, whereas others included teratoma (n=2). Adjuvant radiation treatment was used in four patients with malignant tumors. It was not offered to any patient with a benign tumor. No patient with the pathologic diagnosis of benign retrorectal tumor has developed recurrence (median follow-up, 30 months). The patients (n=4) with malignant retrorectal tumors experienced recurrent disease within two years.
DISCUSSION
Presacral tumors give nonspecific symptoms, mostly from compression or invasion of pelvic structures, viscera, or nerves. Many are completely asymptomatic. Symptoms depend on the local extend of the tumor, its size and site. Careful rectal examination is essential and may give some indication of the likely diagnosis.
Developmental cysts are usually situated in the midline and are soft and nontender; chordomas are solid tumors fixed to the sacrum and are larger than most other lesions in the area, and other malignant diseases may be accompanied by sacral tenderness. To confirm the diagnosis, plain radiographs of the pelvis can identify bony destruction. Also, CT scan or MRI should be performed. They show not only the size of the tumor and whether it is cystic or solid but also its spatial relationship to surrounding organs such as the ureter, urinary bladder, rectum, uterus, blood vessels, and sacral bone. They can also show metastases when dealing with a malignant disease (12, 13) . A consensus exist that all presacral tumors should be resected, even if the patient is asymptomatic and even though many tumors are benign (14) . Surgical resection confirms the diagnosis, and thus eliminates the need for biopsy, which at times may be difficult to retrieve. Resection is necessary for benign tumors because of tendency toward malignant degeneration (teratoma) and for prevention of future infection of cystic tumors.
Several surgical approaches are used for the resection of presacral tumors: anterior, posterior, combined anteriorposterior, transphincteric, transrectal and transvaginal (15) (16) (17) (18) . The choice is dictated by the size and location of the tumor and its relationship to contiguous structures. Tumors that are small in size and do not appear malignant on preoperative imaging usually can be resected via posterior approach, transcoccygeal operation. Laparotomy allows assessment of tumor size and invasion, control of its blood supply, and better mobilization of the rectum.
Three of four patients opting for surgical treatment of their malignant retrorectal tumor underwent adjuvant external beam radiation therapy. Aggressive postoperative radiation therapy has been reported for sacrococcygeal chordomas with favorable results.
Retrorectal tumors remain a difficult diagnostic and therapeutic challenge despite the use of newer imaging modalities and improvement in perioperative care. Although useful for planning a resection, neither CT nor MRI can provide a definitive diagnosis and thus possibly preclude the need for surgery. TRUS is highly sensitive for retro rectal tumors when used in combination with history and physical examination. Complete resection with negative margins is the standard for benign retrorectal tumors, but it is more difficult to resect malignant tumors for cure, and they tend to recur locally despite the use of adjuvant radiation. Retrorectal tumors are uncommon lesions. The possibility of a retrorectal tumor should be considered in any patient who present with posterior mass on digital rectal examination, or a postanal dimple, particularly in association with a fistula refractory to multiple operative interventions. Biopsy of retrorectal mass should be avoided, because it can lead to possible contamination or tumor spread. The primary treatment for masses of the retrorectal space is surgical excision, regardless of the etiology. Finally, when resecting a retrorectal mass, whether via an anterior, posterior, or a combined approach, the coccyx should be excised en bloc only when involved with tumor or the mass is of uncertain malignant potential. A multidisciplinary approach, including colorectal surgeons, neurosurgeons, and radiation oncologists, will likely improve the rate of successful treatment for these enigmatic lesions.
According to our results, benign tumors provided a better opportunity for complete resection than did malignant ones. Complete resection is crucial for malignant diseases. It provides the only chance for prolongation of life.
In conclusion, presacral tumors are uncommon. They can be congenital or acquired, benign or malignant, which forms the basis for a simple classification. Treatment is always surgical.
SUMMARY

Cilj:
Retrorektalni tumori su relativno retki. Predstavljaju dijagnosti~ki i terapijski izazov uprkos novim dijagnosti~kim metodama i unapredjenju perioperativne nege. Iako korisni u planiranju operacije, CT i NMR pregled male karlice ne mogu da sa sigurnoš}u postave definitivnu dijagnozu. Cilj je odstraniti leziju u potpunosti i minimizovati rizik za relaps bolesti kao lokalni tako i udaljeni uz minimum posledi~nog funkcionalnog deficita.
Metode: Pedstavljamo 9 slu~ajeva operisanih presakralnih tumora tokom 10 godina; 1998-2007. Sakupljeni su podaci iz klini~ke dokumentacije i retrospektivno analizirani.
Rezultati: Od januara 1998 do decembra 2007, ukupno 9 bolesnika (4 mu{karca i 5 'ena) su pregledani zbog tumefakta lokalizovanih retrorektalno u Onkološkoj hirurškoj klinici blizu Univrezitetske klinike "Majka Tereza". Navedeni retrorektalni tumori su bili ciste zadnjeg creva, teratomi, hondromi i hondrosarkomi. Kod šest pacijenata su postignuti dobri rezultati hirurškog le~enja. Kokcis je reseciran kod jednog pacijenta. Kod tri pacijenta nismo mogli da izvedemo sakrektomiju.¤ Zaklju~ci: Presakralni tumori su retki. Mogu biti ste~e-ni, urodjeni, maligni ili benigni, što je osnova za jednostavnu klasifikaciju. Tretman je isklju~ivo hirurški. Dobri rezultati se posti'u kod benignih lezija.
Klju~ne re~i: retrorektsalni prostor, sakrum, kokcis, kompletna resekcija, teratom, hordom 
